C. trachomatis a sexually transmitted bacterial pathogen and the leading cause of bacterial sexually transmitted diseases (STDs) world wide can lead to serious complications in women and infants with untreated infections. Symptoms are normally unspecific, as such rapid screening tests with high specificity, though not confirmatory are highly valuable in converting its menace as large number of patients at high risk can be screened within a short period with ease in sample collection and patient management at very low cost. Three hundred urogenital swab samples; including 93 urethral swabs and 207 endocervical swabs were aseptically collected from patients with symptoms of urogenital tract diseases attending federal medical centre Gombe
INTRODUCTION
The Chlamydiales are bacteria that are obligate intracellular parasites of eukaryotic cells sharing greater than 80% sequence identity for the gene that encodes their 16S ribosomal ribosomal ribonucleic acid (rRNA) and/or greater than 80% identity for the gene that encodes their 23S rRNA (1) . They also have distinctive biphasic developmental cycle which begins when metabolically inactive but infectious Elementary Bodies (EBs), get in to the host cell, differentiate into noninfectious, but metabolically active Reticulate Bodies (RBs), which multiply within 48 hours and form new EBs which are then released from the cell through exocytosis to initiate a new round of infection (2) .
C. trachomatis is the most common sexually transmitted pathogen of humans, with an estimated 89 million new cases occurring world wide each year (3) and the leading cause of preventable bacterial sexually transmitted diseases (STDs) world wide, affecting both sexes (4), however as reported by Lentichia (5), young women are at highest risk. It is transmitted person to person by simple contact, via fomites or may require sexual contact, as it may also be transmitted transplacentally to the neonate during delivery (6) .
Clinical signs due to Chlamydia, may include: low grade fever, exudates from the cervix and enlargement of local lymph nodes. However, these are not specific to Chlamydia as such where possible, laboratory tests should be performed to determine if evidence C. trachomatis is present (7). Untreated, C. trachomatis infections can lead to serious complications as about 40% of women with untreated C. trachomatis infections experience pelvic inflammatory disease (PID) world wide (8) . Of these, 20% may become infertile; 18% may experience debilitating and chronic pelvic pain; while up to 9% may have a life-threatening tubal pregnancy (9) .
As it has been reported that STIs always facilitate HIV transmission through direct biological mechanisms, early diagnosis and treatment of STIs should therefore be part of a high quality and comprehensive HIV prevention strategy (10) .
Although, the diagnosis of Chlamydia infections evolved rapidly with Nucleic acid amplification tests, such as polymerase chain reaction (PCR), transcription mediated amplification (TMA), and the DNA strand displacement assay (SDA) now as the mainstays (11), however, screening tests (with high specificity), can presumptively identify Chlamydia infection in asymptomatic patients including pregnant women, (12) . Screening for Chlamydia antigens may be performed on swab specimens collected from the cervix (women), urethra (men), or on voided urine, especially in settings where nucleic acid amplification tests or cultural technique is impractical (12) .
Because of the improved test accuracy, ease and convenience in specimen management, and hope for screening large number of sexually active men and women, the rapid immunochromatographic screening tests have largely replaced culture (the historic gold standard for Chlamydia diagnosis), and the most expensive nucleic acid amplification as tests in the developing countries (13) .
There is also good evidence that screening for Chlamydia infection in women who are at increased risk can reduce the incidence of PID due to Chlamydia as this will prevent mother to child transmission, identify infected among high risk group and improved pregnancy and birth outcomes for women who are treated for Chlamydia infection after screening (14).
This study was therefore set up to identify the possible prevalence of Chlamydia trachomatis antigens from genital samples among HIV and non-HIV patients based on rapid chromatographic screening technique.
MATERIALS AND METHODS

STUDY SITE
The study was conducted in Federal Medical Centre Gombe, a tertiary hospital within Gombe, the capital city of Gombe State, Nigeria.
ETHICAL CLEARANCE
This work has received ethical clearance from the Research and Ethical Committee of the Federal Medical Centre Gombe.
SAMPLE COLLECTION
A total of 300 Urogenital swabs including 93 urethral swabs (URS) and 207 endocervical swabs (ECS) were aseptically collected from HIV and non HIV-patients attending Federal Medical Centre Gombe with clinical presentation related to urogenital tract diseases.
SCREENING OF ANTIGEN
The screening of the patients for Chlamydia trachomatis antigen from endocervical swab and urethral swab specimens was done based on standard operation procedure for rapid immunochromatography diagnosis of Chlamydia trachomatis in female cervical swab, male urine and urethral swab and following instructions from leaflet by the kit manufacturer (15).
DATA ANALYSIS
Data collected and results obtained were presented and statistically analyzed using Chi Square Contingency table. Table 1 explicit the prevalence of Chlamydia antigen among 300 samples with a total positivity rate of 11(3.7%). Out of the 93 URS samples tested, 3 (3.2%) were positive, while out of 207 ECS tested, 8 (3.9%) were positive. It was observed that in both male (URS) and female (ECS) samples, the highest frequency of Chlamydia antigen was in the age range 21-30years with 4.8% and 4.7% respectively. Chlamydia antigen was not detected in the age group 41-50 and those ≥ 51years in both sexes. Table2 shows the prevalence of Chlamydia antigen across age and sex of HIV-negative patients presented with symptoms of urogenital tract diseases. Out of 267 non-HIV patients tested, 7 (2.6%) were positive. In the males, highest frequency of Chlamydia antigen was at the age group 21-30 years with 5.6%, while in the females, the highest frequency was at the age group 31-40 with 2.8%. 
RESULTS
DISCUSSION
This study indicates a general positivity rate of 3.7% Chlamydia antigen among patients involved. The incidence was very low compared to 27% reported by Anttila (8) among patients screened for cervical carcinoma in the USA, using a technique higher in sensitivity and specificity than one employed in this study.
The highest frequency of 4.8 % and 4.7% observed in males and female at age group 21-30 years is supported by reports from previous works that indicates highest frequency of Chlamydia trachomatis infections to occur mostly among sexually active adolescents and young adults (5&8).
High prevalence (4.3%) of Chlamydia antigen was observed in the male age group 31-40. According to Witkin and Bowie (16&17), in a separate works done among asymptomatic males suggested that high prevalence of sexually transmitted infections among adult males in developing countries may not be unconnected to economic stability, ego to have sex and sexual assault by the adult male.
In the non-HIV patients, there was no positive result recorded at age group 41-50 and those ≥51. This may likely be due to fear of HIV and STI or due to high religious morale, lack of sexual ego, poverty or any other factor that may discourage sexual relationship at old age, as suggested in related findings from works done in Potiskum and Ibadan (18&19).
Out of the 33 HIV-seropositive patients with symptoms of urogenital tract infections in this study, high prevalence of 12.1% were screened positive for Chlamydia trachomatis. This report agreed with a finding in a work done among female sex workers in Abidjan, Cote d Ivoire (20) and is supported by a statement by Laga, (21) that bacterial infections increase the possibility of HIV infection by disruption of the normal epithelial barrier through genital ulceration, thus causing accumulation of pools of HIV susceptible or HIV infected cells in the semen and vaginal secretions.
Similarly, in this study, it was observed that Chlamydia trachomatis in HIV-positive female patients (15.4%) was higher in prevalence than in the male patients (0.0%) at age group 21-30 years. This agreed with report by Workowski and Berman, (22) that young adult women with HIV are more susceptible to STI due to regular changes in women; such as change in hormonal distribution, increased vaginal microbial ecology and other physiological changes that resulted in lower immune status in addition to HIV infection. It was also observed that in developing countries, females may show higher prevalence in genital infections due to sexual assault which greatly increases the risk of STI/HIV transmission in women because protection is rarely employed, while physical trauma to the vaginal cavity frequently occurs and these facilitate infection (13) .
Also in the HIV-patients, there was no positive result recorded at the 41-50 and ≥51 years, possible reason as observed by Dale, (23) was that production of squamous epithelial cells (the actual reservoirs for Chlamydia trachomatis) is very low with old age and in menopause, hence viability may be low or absent.
CONCLUSION
Looking at the overall result of 3.7% positivity rate, it could be concluded that Chlamydia trachomatis need to be considered as one of the regular causative agents of urogenital tract diseases at least in Gombe State and its environment. Also stressed from the results of this work is the importance of rapid screening technique in detection of Chlamydia trachomatis infection.
It was equally noted that sexually active age may have an impact on the incidence of Chlamydia trachomatis as highest prevalences (4.8% and 4.7%) observed in both URS and ECS were from young adults (21-30 years) that are in their sexually active stage.
Although, there was no significant difference in infections between the two sexes (P< 0.05), a higher prevalence (3.9%), was noticed from the ECS. This confirms that females are more vulnerable to sexually transmitted infections compared to the males.
Finally, a relationship between HIV and Chlamydia trachomatis was also proved in this study as 4 (12.1%) of the 33 HIV-seropositive patients involved in this study had coinfection with Chlamydia trachomatis.
RECOMMENDATIONS
On the ground of the above conclusions, we will like to recommend that, clinicians in tertiary institutions and Federal Medical Centre Gombe in particular should include request for rapid screening of Chlamydia trachomatis as part of the routine investigations on urogenital tract specimens. Laboratories should provide improved techniques for the identification and confirmation of Chlamydia trachomatis. While on the ongoing campaign against HIV, fight against sexual promiscuity should be intensified.
